Malignant melanomas or lymphoma of the skin are malignant tumors of the skin and/or the mucous membranes whose uterine metastases are rare. The secondary uterine localizations, although rare, must be evoked in front of a pelvic tumoral syndrome, or diffuse metastases and a personal past history of melanoma, even after a long time of remission. In our observation, the evolution of the tumor in the pelvis extended to the muscular structures of the uterus and the sigmoid colon of a 72 year old patient, what made it an exceptional case. The diagnosis of these secondary localizations is a diagnosis of elimination, almost always post-operative, made on the histopathological and immunocytochemical study of the surgical specimen, supported by cytogenetics, even molecular biology. The treatment is based on chemotherapy.
Introduction
Malignant melanoma or cutaneous lymphoma or lymphoma of the skin accounts for 1% of all cancers and has an incidence of 3% -7% in the female genital tract, most of the cases being described in the vulva and the vagina. It is a malignant tumor of the skin or the mucous membranes, developed from melanocytes, although some cases of primitive localizations were described in pelvic area, in particular on the cervix [1] [2] . It is a cancer with a high metastatic potential and metastases can theoretically reach all the organs. Indeed, 20% to 30% of the patients present metastases in spite of a broad excision of the primitive tumor. Rare cases of genital metastases were described in the literature [3] [4] [5] .
Their retro-uterine localization with extension to myometrium and sigmoid is exceptional, arousing the interest of such an observation. This localization poses a diagnosis problem at the clinical, radiological and pathological level because of its rarity. The diagnosis is based on a standard histological examination supplemented by immunohistochemical studies, cytogenetics and sometimes analysis in molecular biology, starting from a representative sample of the tumor.
Case Report
In the department of Gynecology in SOISSONS Hospital Center (France), we received a 72 year old patient for abdominal pain, recurrent cystitis and intestinal transit disorder, the whole evolving for six months. In her past history, she had been pregnant twice with two vaginal deliveries. She underwent 3 year ago a surgical treatment for left temporal lymphoma (cerebral lymphoma). The patient had no record of alcohol or tobacco abuse.
The clinical examination found a large abdomino-pelvic mass, hard to move with palpation. The uterine cervix was normal. However, the anterior and lateral fornix was filled by the mass at the vaginal touch. In addition, inguinal ganglionic areas were free at the palpation. A first ultrasound examination showed a poly-lobed intestinal mass of 50 mm of diameter located at 30 mm next to the top of the uterine dome. The abdomino-pelvic CT scan carried out thereafter (see Anti-protein S100 antibodies were negative. These biomarkers allowed us to eliminate a lymphoma without being able to eliminate neither a sarcoma nor a melanoma before the result of a final histological examination of the whole surgical specimen. A monobloc exeresis of the mass was performed with total hysterectomy, bilateral adnexectomy and sigmoidectomy followed by a latero-lateral colocolic anastomosis. This surgical resection allowed extracting a necrosis tumor ( Figure   6 ).
Samples of mesenteric lymph nodes were done for a pathological examination. 
Discussion
The incidence of melanoma doubles approximately every ten years in caucasian countries. In France, cutaneous melanoma represents in 2011 the 6 th cause of woman cancer with 5100 estimated new cases. It occurs in 75% of cases after 49 years. Cutaneous melanomas represent the 14 th cause of woman death with estimated 720 deaths for year 2011 [6] . The exceptional metastatic potential of the melanoma is due to the reactivation of a gene named slug during the cancerization. That gene allows the migration in the embryo of cells coming from neural crest, whose melanocytes are part of [7] . The most common localizations of metastatic lesions are by decreasing order: the lung (42%), the skin and node areas (18%), the brain (14%), the liver (7%) and other rarer sites such as bones, spleen, breast, ovaries, corpus uteri [3] . Uterine metastasis of the melanoma is exceptional and most often come from a primitive cancer of breast, digestive tube, lung, pancreas, kidney or skin [5] . These metastases generally concern the myometrium as it is the case in our observation [3] [5] [8] . Time period between primitive cancer and the metastasis is often long of several years and metrorrhagias represent the main symptoms of the disease [3] . In our case, the patient had a history of cerebral lymphoma. She did not suffer from post-menopausal metrorrhagias that could direct towards an endometrial cancer. She had a predominance of loco-regional symptoms showing of a fast growth of the tumor, affecting probably the myometrium. This situation is the privilege of PNET (Primitive neuro-ectodermic tumors). Indeed, the period (between the beginning of the primary symptoms and the histopathological diagnosis of certainty) is theoritically less than one year because of the generally the aggressive character of the PNET [9] . Also, the diagnosis of metastases of soft parts cannot be a clinical diagnosis because of the diversity of the symptoms [10] . Thus, according to most authors, the diagnosis can be made generally a posteriori, on the surgical speci- leads to the appearance of the melanoma [11] . A mutation on BRAF gene coding for a kinase is present in more than one case on two (50% to 60%) of metastatic melanomas [12] [13] . No radio-anatomic correlation is published at this day, because of the scarcity of secondary localizations of the melanomas. The main role of the imagery is to search a primitive tumor and to determine the local and remote extension, in order to consider the surgical exeresis. Today there is positron emission tomography (PET-SCAN) which differs considerably from the means of conventional imagery. That is about a metabolic method aiming at analyzing the functional activity of tissues and not its morphological anomalies.
In our observation, imagery did not reveal a primitive tumor, but directed toward the aggressive character of the tumor. The PET-SCAN could be integrated in the cancer staging of patients with a high metastatic risk [14] . Ultimately, the histopathologic study associated with the immunohistochemistry is a funda-
. It is subjected to difficulties related to the rarity of these metastatic forms. Our patient underwent a total abdominal hysterectomy associated with a bilateral adnexectomy in order to fulfill the surgical technique for cancer requirement. This surgery allowed the diagnosis and started the treatment. Nevertheless, in case of doubt about the margins of resection as it was the case, adjuvant chemotherapy in specialized center is required. The macroscopic examination of the surgical specimen showed a tumor of soft consistency, necrosis aspect, frequently met in PNET [15] . On the histological level, it was about proliferations of small basophilic round cells with a neuro-ectodermal phenotype. The immunohistochemistry once carried out, will contribute to the differential diagnosis of small round cells malignant tumors (PNET, lymphomas, neuroblastoma, nephroblastoma, rhabdoid tumor, rhabdomyosarcoma and neuroendocrine carcinoma…) [9] [16]. Indeed, melanomas present a cellular positivity with S-100 protein, melana and HMB-45 as it was the case for our patient. Considering the positivity of the CD99 immunophenotype found in more than 90% of PNET, the cytogenetic study and molecular biology were required to establish the diagnosis formally. The search for translocation and BRAF gene returned negative. Consequently, the existence of specific genetic markers, highlighted preferentially on fresh or frozen tissues and signing the nature of the disease, justifies the conservation of frozen tumor tissue. The uterine manifestation of a malignant melanoma being rare, is most often the result of a metastasis rather than of a primitive tumor [2] . In addition, the results of meticulous patient interview, clinical and paraclinical evaluation should be communicated to the pathologists, enabling them to retain the final diagnosis of metastatic melanoma [3] [8]. This measure would allow an optimal management in multidisciplinary meeting in order to avoid useless and mutilating procedures for patients whom prognosis is not favorable. 
Conclusion
Uterine metastasis of the melanomas is rare and of bad prognosis. The contribution of clinical examination and imagery in the diagnosis is weak. The diagnosis has to be done early because survival of the patients depends on it. Pathologists struggle to make a clear diagnosis. Immunohistochemistry and cytogenetics are helpful tools. The increasing incidence of the melanomas could lead to more cases in the future. Gynecologists should be prepared to face such situations. Ultimately, the complexity of managing metastatic melanoma cases teaches us to have multidisciplinary meeting discussions in specialized center, if we expect to increase survival of patient in the future.
